OWN THE ROAD PEOPLE MIGHT BE DYING DRUNK IN THE GUTTER BUT THE MINISTER S GOT A LOVELY ALCOHOL STRATEGY.” PAGE 4 
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Why aren't we looking out for our young 
people with regard to drugs and alcohol? 


...asks Dr Eilish Gilvarry, Consultant Addiction 
Psychiatrist, Northumberland, Tyne and Wear 
NHS Mental Health Trust. Here she argues 
that more could be done to meet the needs 
of young substance misusers. 

very Child Matters', the policy framework 
that aims to strengthen the delivery and 
performance of children's services, is a 
Lh laudable document. It records and endorses 
the aspirations that all children and young people 
should have a quality of life and success in their 
endeavours. 

Yet the headlines concerning those who use 
drugs and alcohol are usually of 'drunk', 'violent', 
'stoned', 'offender', etc. Hence, are we tolerant of 
young people only when they conform? Do we 
really embrace the aspirations and different needs 
of all young people? Many practitioners and 
commissioners adopt a nihilistic attitude to 
treatment - the belief is there is little that can be 
done. 

The key drugs policy documents advocate an 
integrated approach: substance services integrated 
with children's services. Yet this integrated 
approach in practice is poorly understood both by 


commissioners and providers, and at best is 
evolving with a wide variety of models used, with 
little evaluation, few outcome measures and 
uncertainty on what models work. 

Furthermore, child and adolescent mental 
health services (CAMHS), natural potential allies, 
also fear that users may 'contaminate' other 
children, or that they might absorb the scarce 
resources they have to deal with other children with 
mental health problems. 

As a consequence of fending for themselves, 
young people engaging in drug and alcohol misuse 
may appear precociously independent and 
streetwise. For many, this veneer of independence 
covers emotional immaturity, without secure 
attachments and with great emotional need, often 
against a background of neglect, trauma and 
failure. Some of these young people are among the 
most vulnerable in our communities. The evidence 
tends to suggest that for these young people, 
multifaceted interventions geared to their complex 
developmental needs and mental disorders (e.g. 
concerning post-traumatic stress, depressive, 
attention-deficit and learning) and mobilising a 
range of community resources over the long term 
page 2, column 1 



EDITORIAL 

COLIN 

DRUMMOND 


Conflict and 
consensus in the 
addiction field 

One of SCAN’s primary aims since 
its inception in 2004 has been to 
promote consensus in the 
addiction field. This issue of 
SCANbites highlights some small 
but significant steps forward in 
which SCAN members have been 
active in doing just that. In August 
the first SCAN consensus report on 
Inpatient Treatment of Drug and 
Alcohol Misusers in the NHS was 
published. With financial support 
from the Department of Health 
and consultation with a wide range 
of stakeholders, a working party of 
addiction specialists has produced 
the first authoritative account of 
what the NHS should aspire to in 
its provision of inpatient treatment 
for this service user group. This is a 
truly significant achievement by Dr 
Ed Day and his team in a very short 
space of time, which should inform 
the upcoming development of 
inpatient services in England led by 
the National Treatment Agency 
(NTA) and the Department of 
Health. Addiction specialists have 
also made a significant 
contribution to the development of 
Models of Care for Alcohol 
Misusers, published by the NTA, 
which is the first time that a 
national model of service delivery 
for this service user group has 

page 2, column 2 
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Looking out for the young 


Conflict and consensus in the addiction field 


can have lasting benefits. 

Hence, identifying needs and constructing 
responses appropriately is crucial, but the CAMHS 
services that have the multidisciplinary capacity to 
work with multiple complex needs sometimes recoil 
from partnership. Affected young people are often left 
in the sole care of counselling organisations or adult 
addictions services that do not have the appropriate 
skills to assess and manage their developmental and 
care needs. Consequently, in some areas, isolated and 
segregated substance misuse services have developed; 
they seek to engage young people but have not 
always been designed with the appropriate skill mix to 
assess and manage their needs. 

This schism may be in part an inevitable 
consequence of separate funding streams and 
organisational homes for drug and alcohol services, 
indeed little investment in alcohol services. It may also 
be a consequence of an implicit view that substance 
abuse can be dealt with solely by a brief intervention, 
and an underestimation of the serious difficulties faced 
by some young users. While there is much positive 
enthusiasm among providers, with much positive 
development of policy and services in the last 10 
years, there are still some negative issues: 

■ we don't use manual based treatments 

■ we have process measures but no outcome 
measures 

■ little standardisation on the definition of treatment 
and specialist services 

■ a lack a robust clinical governance framework 

■ confusion about the tiered approach 

■ variety of models with little evaluation of different 
models 

■ some services practice in a vacuum 

■ some services feel like they represent a tiny minority 

We await the effectiveness strategy from the National 
Treatment Agency (NTA) and government 
departments, the updating of the clinical guidelines 
and the developing guidance from NICE, including the 
public health review at NICE. Some of these directly 
relate to children and young people, others address 
the adolescent from 16 years upwards. 

The challenges: a clear effectiveness strategy 
specifically related to children and young people with 
drug and alcohol misuse/dependence, with follow on 
guidance to include areas such as risk assessment, 
parental involvement and pharmacological 
approaches, is much needed. 

Dealing with young people with drug and alcohol 
problems does not require simply substance services 
alone, but must have leadership and involvement from 
children's services. Most of the research data comes 
from the US; while the evidence base is increasing we 
need large scale trials at a UK or EU level to refine the 
range of treatments adapted to children. Further 
needed is a review of sources of funding from all 
streams, and development of outcome 
measures focusing on reduction of drug 
and alcohol use or other domain changes, 
with positive encouragement to evaluate 
services. A much needed evaluation is the 
variety of different models now 
implemented. To this end, a review has 
been started. 

It is time we obliterated barriers and ensured that 
every child, even the most stigmatised, matters. This 
requires agreement on the task, central and local 
leadership, a focus on evidence and evaluation of 
services, and ensuring all work is undertaken within a 
robust clinical governance framework. ■ 



been described in England. In the 
pipeline is the second SCAN 
consensus report on Promoting 
Linkages Between the Criminal Justice 
Integrated Teams and Mental Health 
Services, handed by the Home Office, 
which will be published later in 2006. 

Individually, each report will have its 
fans as well as its critics: such is the 
diversity of views and interests in the 
addiction field. No doubt each report 
could be changed or improved in 
various ways. But the collective 
importance of these initiatives is that 
addiction specialists have played an 
active, and in some cases, central role 
in describing what is known about 
each subject, and providing a starting 
point for improving services for 
people with addiction problems. In 
his interview in this issue, Griffith 
Edwards reminds us that in historical 
perspective the notion of addiction as 
a problem requiring some sort of 
treatment is relatively new, perhaps 
only about 200 years old. And so it is 
perhaps not surprising that some of 
the ideas put forward in these recently 
published reports are relatively 
preliminary Some may even turn out 
to be misguided when new research 
comes along. But not everything we 
do in the day to day delivery of health 
care is backed up by gold standard 
evidence of the randomised 
controlled trial or the systematic 
review. Some of what we do is at best, 
informed guesswork. But all of it is 
hopefully grounded in common sense 
and motivated by a desire to improve 
the care of an extremely marginalised 
and often neglected group within our 
society. 

In developing consensus we need to 
avoid falling into the trap highlighted 
(as we are reminded on page 10 of 
this issue) by Margaret Thatcher: that 
consensus can easily end up as a 
bland statement, "in which no one 
believes and to which no one objects." 
Having been involved in each of the 
above consensus projects, I can 
reassure that their development was 
far from a relaxed, cosy experience, 
where members of the working 
groups reinforced each other’s 
preconceptions. They were 
challenging and thought provoking, 
and the production of a distillation of 
views was extremely hard work. 
Sometimes complete consensus could 
not be achieved and the majority view 
prevailed. Therefore, in putting 
forward a statement of what addiction 
treatment services should look like 
and how they should be organised, 
commissioned, or provided, 
sometimes in the absence of a 5 star 
evidence base, one sometimes needs 
to make some fairly bold and 
controversial statements. In doing so 
this becomes a starting point for 
debate rather than an end in itself. 
Indeed I would be concerned if these 


reports did not provoke a reaction 
from those with differing views. 
Debate and argument is necessary to 
build consensus over time. 
Fortunately, I am pleased to report 
that in each case a healthy range of 
differing views, some strongly held, 
has already been elicited even before 
the reports were published! 

However, before we become too self 
congratulatory, a host of other clinical 
issues in the addiction field require 
greater consensus, some of which are 
highlighted in this issue: What kind of 
treatment do young substance 
misusers need? How should people 
with comorbid mental health and 
addiction problems best be managed? 
What is the appropriate response to 
methamphetamine misuse? Are drug 
consumption rooms a good idea? 
What is the appropriate clinical 
management for the pregnant drug 
or alcohol misuser? Given the range 
of important questions to be 
addressed it is difficult to know 
where to start. We could hang around 
waiting for someone to persuade the 
research funders to support the 
definitive study that answers the 
specific clinical question, with the 
chance that, against the wide range of 
competing research priorities, this 
may never happen. Or we could hang 
around and wait for the National 
Institute for Health and Clinical 
Excellence (NICE) to provide the 
definitive, cast iron, evidence based 
guidelines on clinical practice for 
each aspect of addiction treatment. 
Given the competing demands on 
NICE’S work this could take some 
time, particularly for the less 
mainstream topics. Until then we 
could play the ‘clinical freedom’ card 
and individually treat people in 
whatever way we think is sensible in 
our particular part of the country 
without consideration of what 
happens elsewhere. 

I suggest that none of these options is 
particularly helpful. Instead as a 
group of experienced addiction 
specialists we should work together 
to prioritise the areas of practice that 
need the most urgent attention, and 
get on an make a statement about 
what we think good practice should 
look like based on what is known 
and what seems reasonable. We 
should continue to be willing to 
engage with other professional 
groups in this process. We should be 
prepared to accept criticism as well as 
occasional praise for our efforts. We 
should be prepared to admit where 
we have gone wrong and update our 
position as new knowledge becomes 
available. At SCAN we aim to engage 
with addiction specialists and other 
professional groups over the coming 
year to do just that. ■ 

Prof. Colin Drummond 
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Models of Care for 
alcohol misusers: a 
music review 

Dr Peter Rice, Consultant Addiction Psychiatrist, 
Tayside Primary Care Trust, Scotland 

It's an alarming thing to monitor your own 
thought processes as your attention drifts, as 
mine inevitably does, while reading worthy 
documents, such as the Models of Care for 
Alcohol Misusers (MoCAM), jointly published by 
the National Treatment Agency and the 
Department of Health. 

My thoughts ended up with Westlife, 

Robbie Williams and Frank Sinatra. In the past 
five years, both Westlife and Robbie have made 
records in tribute to Frank. Robbie's effort, 

Swing When You're Winning , sold over 2 
million in the UK alone; Westlife's Allow Us To 
Be Frank sold half of that. Frank will be lucky if 
Songs For Swinging Lovers sold 5% of those 
totals over the same period. What does this tell 
us? It tells us that what matters is the audience. 
The content is important, but if you're looking 
for impact, you need to know your target 
market, and for them to know the product is 
there. So, who's going to pay attention to 


an enhanced alcohol service for Primary Care in 
the GMS contract among others. The good 
news is that we appear to have reached a point 
where there is a consensus on what should be 
on offer to our patients (and clients). We need 
to promote this very vigorously. There's still a 
perception that ours in a field riven by disputes 
on the brief vs intensive treatment, 12 step vs 
learning theory, inpatient vs community services, 
NHS vs private sector. MoCAM is another 
opportunity to present a common view to 
commissioners. 

Among the work which has come to similar 
conclusions on service elements are the Health 


Technology Board for Scotland's (now NHS QIS) 
review of treatment effectiveness in alcohol 
dependence and the Scottish Intercollegiate 
Guidelines Network's (SIGN) review of primary 
care intervention. The absence of reference to 
these is surprising. I'm familiar with the blank 
looks I get this side of the border if I refer to 
English work, and the mutterings about 
"translation difficulties" and "local solutions to 
local problems", but we need to promote an 
attitude that learns from others. Your starting 
point for my backyard is: 
http://www.alcoholinformation.isdscotland.org/ 
What isn't here? There's no reference to the 


rising rates of alcohol related harm, most evident 
in health measures such as cirrhosis, not as 
marked in England than in Scotland, but still 
something that needs to be planned for. 

MoCAM does as much as it can to narrow the 
gap between need and treatment capacity, 
making reference to the need for local 
workforce planning. We know that the starting 
point is one of a very serious shortage of 
treatment facilities at all levels. 

The last edition of SCANbites covered the 
likely costs of this and the absence of pots of 
gold. Mention of risk assessment always worries 
me. Over 50% of all murders in Scotland are 
committed by intoxicated people; 40% of 
prisoners identify themselves as having an 
alcohol problem; much child neglect and abuse 
is alcohol related. We deal with a high risk group 
- we need to do what we can, but what can 
reasonably be expected? 

There are many good things, however. The 
case for cost effectiveness of treatment is made 
strongly in the Chief Medical Officer, Sir Liam 
Donaldson's foreword. The emphasis on 
accepting multiple episodes of treatment and 
avoidance of unnecessary service barriers reflects 
a realistic view of the treatment process. The 
risks of modelling alcohol services on drug 
services are acknowledged. 

There seems to be little good news on 
alcohol issues in England at present. The Prime 
Minister favours the Drinkaware Trust, an 


industry-funded body "to help influence people 
to make healthy choices" on their drinking. 
Maybe this fox will prove to be a reliable 
custodian of the hen-house, but it seems a bit of 
a gamble (of course, a wee flutter doesn't do 
any harm now and again, does it?). 

So in this context MoCAM is good news. It 
is a well researched, well thought through piece 
of work. Its success will be judged by its 
influence. SCAN members should consider their 
own work against the standards described in 
MoCAM, but the other thing we need to do is 
promote the product. Westlife and Robbie 
Williams understand this. We need to as well. ■ 


■ WE MUST DO WHAT WE CAN, BUT WHAT CAN REASONABLY BE EXPECTED? 


MoCAM? 


MoCAM makes its target market clear. It's 
aimed squarely at the NHS, specifically at 
Primary Care Trust decision makers. There is 
acknowledgement that alcohol related harm 
extends far beyond health impact, joint working 
is in there but it's not seen as an end in itself, 
potential providers are clearly not limited to NHS 
services, but the responsibility for making sure 
there's a decent treatment system (a favoured 
phrase in the document) lies with the NHS. This 
clarity is very welcome. A well intentioned "this 
is everyone's business" approach has turned 
alcohol services into Nobody's Child (now there's 
a song that Westlife could clean up with) and 
MoCAM, without saying so, appears to 
recognise and try to deal with this. 

The treatment system is conceptualised as a 
stepped care model. The Treatment 
Effectiveness Review on which the model is 
based eluded my search skills, which I hope 
means it's not out yet. However, the striking 
thing is how similar the list of service elements is 
to the treatment section of the WHO report No 
Ordinary Commodity, and to the description of 


SCAN, APPROVED! 

NINE out of 10 specialists are satisfied with SCAN according to our second annual satisfaction survey. 
Since last year there have been a number of developments; SCANbites has grown in size and 
distribution. More pages have appeared on scan.uk.net with the home page changing its interface. 
The last year has seen the development of the first SCAN consensus project into Inpatient Treatment 
of Drug & Alcohol Misusers in the NHS and the Travelling Fellowships in Service Innovation. Perhaps 
as a result, 88% of respondents are satisfied with SCAN overall, 8% more than last year. 

The membership has grown due to the ongoing mapping of Consultants, SpRs and Associate 
Specialists and the inclusion of Staff Grade doctors as affiliate members. 336 members in England 
were sent the survey with 86 responses being received from all regions of England. Satisfaction with 
SCANbites rose to 80%: members approved of the new research feature and increased content. 

Similar improvements were received regarding the website, which continues to be changed with 
the new publication store shortly to be launched. There was a 16% improvement in satisfaction of 
the web navigation experience and the vast majority of members were satisfied with the content. 

Nearly half of the members provided comments as to how SCAN could continue to improve and 
support the network. The majority of suggestions identified the need for the development of the 
SCAN advice and support service, which has been discussed over the last six months and now forms 
part of the SCAN work plan for 2006/07. Members report the need for advice on commissioning, 
development of service models as well as a second opinion service. This differs somewhat from 
previous surveys of the network which have requested the need for guidelines, protocols, policies 
and research, however, SCAN has always been cognisant that the development of guidelines and 
policies are the preserve of the NTA and DH. The development of consensus reports, changes to 
SCANbites and the contribution of SCAN members within NICE working groups may have facilitated 
the needs of members and gone some way to influence improved satisfaction. 

Thanks to all those who contributed to the survey, the full report outlining the findings of the 
2006 SCAN Satisfaction Survey is now available at: http://www.scan.uk.net/network/surveys.php 
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INTERVIEW 


On making friends, 
building alliances and 
avoiding the boring 

An interview with Professor Griffith Edwards 

Griffith Edwards's career has included research and helping build the addiction 
research community, advisory work with government - both in England and 
internationally, authorship - both academic and popular, and of course his 
clinical work with people with addictions. He is Emeritus Professor at the 
Institute of Psychiatry, Kings College, London. He served as the editor-in-chief 
of the scientific journal Addiction for 25 years and continues in the capacity of 
commissioning editor. Here, he discusses some of the challenges for addiction 
specialists today. Interview by Meredith T. Mora, SCANbites Features Editor 


MM - I’d be grateful for your opinion on 
one of the challenges that we are aware 
of for addiction specialists, which we 
keep on the agenda with the NTA and 
DH, and that is commissioning issues. 
What we’re hearing is that in some areas, 
specialist services are under threat, but 
sometimes specialists can’t get in to 
meetings to talk to commissioners, to 
discuss what’s happening. How would 
you manage a situation like that? 

GE -1 should feel as stressed as anyone - 
I know about that sort of situation. One 
lives in an era where the market economy 
is God and that is unlikely to go away. But 
we all know that there are benefits to 
competition. In the past I’ve seen services 
which were not just a bit faded, but sheer 
dead wood. There’s no doubt that in the 
supposed ‘good old days’ it was possible 
to run a service for 25 years which would 
insist that people were admitted for 8-12 
weeks and would exclude those who had a 
depressive illness or any secondary 
diagnosis. 

So I think some competition and 
review can be beneficial. I also believe that 
if a service is doing well, there is a great 
advantage in building on strength, and 
trying to make the good even better. Five 
years seems to be a good start - check at 
that point to see if the service can recruit 
and hold staff, can win the esteem of its 
community, and can learn how to work 
with colleagues in other agencies and 
disciplines. So, I’m rather in favour of 
assisting established services to do better. 
I’m not going to rail, wholesale, against the 
present age but I do think the 
commissioning process is sometimes too 
abrasive, too destructive and not in 
anyone’s best interests. 

MM - It seems that what is the cheaper 
option in the short term is often chosen 
by commissioners. Specialist services do 
not compete well in this model of 
commissioning. I have heard rhetoric 
about consultants being too expensive, 


"we can do without them". Are you 
alarmed by this? 

GE - Yes, and I hope the view I shall give 
here is not entirely based on bruising 
personal experience. I was for many years 
responsible for running an alcohol 
treatment unit at the Maudsley. It was 
hard work I can tell you, but immensely 
rewarding. We were very community 
oriented but we were also especially 
interested in dual diagnosis and we 
collected people with schizophrenic and 
bipolar illnesses. It was very much a 
research base and a teaching base for this 
country and for overseas, and we trained a 
lot of people who went on to do 
wonderful things around the country and 
further a field. Then, the commissioners 
tried to strike us down overnight and said 
they’d give the money to a voluntary 
agency which wouldn’t have expensive 
doctors and would do detox without 
appropriate cover. 

The fact is, you can die from careless 
detox and you can get into a lot of trouble 
if you don’t realise a patient is going 
towards a depressive stupor, and if you 
don’t know the difference between 
schizophrenia and alcoholic hallucinosis, 
you will give the wrong drug. In the event 
our service survived. I would say that if 
you want to be re-funded, test your 
conscience as to whether you are offering 
the very best for the people who need 
your help. It is our patients, our clients, 
who matter - that would be my 
touchstone. If you can reassure yourself 
that you’re not only doing a good job, but 
a very good job, and if there’s added value 
in terms of multi-disciplinary training and 
you can research some of what you’re 
doing, that is a further justification for your 
service to be funded. 

MM -1 understand you set up an alcohol 
service in a sterile dressing room when 
funding was tight. 

GE - We suggested that a lot of care could 



Down 
the road 
people 
might be 
dying 
drunk in 
the gutter, 
but the 
minister’s 
got a lovely 
plan 


be done on an outpatient basis - that 
people didn’t have to stay in for 8 or 12 
weeks, and that was revolutionary stuff 
that got up other people’s noses. I think 
the further challenge of our time is to 
address the question of how many people 
can you reach, at what cost, with 
appropriate treatment and how can you 
hold it in place? So, treatment service 
organisation and national treatment policy 
organisation are vastly important things - 
how do you do the greatest good for the 
greatest number of people? 

MM - What are your ideas on alcohol 
policy in this country? 

GE - Countries do well to have national 
policies on alcohol or drugs or crime or 
mental health. I think one needs to plan 
at a national level while leaving much to 
local decision. The two have to be 
intelligently meshed. That’s difficult to do 
and requires skill. While working for the 
World Health Organisation, I worked with 
a good many countries and I got very used 
to Ministers taking out of the top drawer 
of their large desks copies of their national 
plan on alcohol. They felt contented to 
have a national plan - it made them feel 
very much better. But, it was never 
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implemented. It is almost a syndrome in 
its own right, to have a beautiful plan while 
down the road people might be drunkenly 
crashing their cars or dying drunk in the 
gutter and no one’s going to do anything 
about it. But the Minister’s got a lovely 
plan. 

Plans are potentially a good thing but 
only if they work and plans should be 
assessed, first of all whether they accord 
with the evidence and then they should be 
assessed in their outcomes. I was 
consulted, amongst others, on the current 
British plan. 

We advised that all local remedies and 
treatment resources would be washed 
away in the tide if we didn’t deal with the 
fact that when a country drank more 
alcohol, more harm was going to be done. 
That’s not an extreme position. If you 
double alcohol consumption you will at 
least double many psychiatric, physical, 
and social problems. In economic terms, 
sickness absences due to alcohol are very 
costly So, you’d better decide what you’re 
going to do about pricing alcohol. That 
advice was rejected and the government 
decided to go more for health education 
where there is near zero evidence of 
efficacy. We had a list in rank order of the 
most to the least effective policies. They 


chose from the bottom of the list, the 
least effective policies. 

I believe that as one struggles 
through life, one does very well not to get 
grumpy or paranoid or despairing, but to 
travel joyfully with a degree of laughter 
and keep on trying. I don’t expect the 
government overnight to adopt rational 
policies - they didn’t for a long time about 
securing clean drinking water or clean 
milk, but for the health of my own soul I 
need to courteously keep pointing out to 
government what policies are or are not 
likely to relieve the burden of 
alcohol-related problems. We all have a 
responsibility for advocacy because we 
know something about our subject. I 
don’t think we should agree to be 
neutered. We should speak, organise, 
have a voice and courteously and 
insistently say "This is likely to work. That 
is not likely to work." 

MM - In my naivety perhaps, I was 
perplexed to learn that despite research 
evidence on policy options to which you 
refer with pricing and control of 
accessibility being at the top, they were 
thrown out by the Government. It did 
make me wonder how that could be 
justified, when there is so much social 
ruin from alcohol misuse. In your 
interview in Addiction, you refer to 
your role as alcohol advisor for the 
Department of Health from 1985-1993. 
You described the need to be insistent 
and courteous, always polite, and to 
avoid assuming that because you’ve said 
something people will do what you 
suggest. 

GE - That’s right. 

MM - You also said that if you’re asked 
to produce something, not to just chuck 
the final text at Government, but to 
include them in the process of research. 

GE - That is essential. Take people with 
you, you’ll get further that way. 

MM -1 wonder if that can be applied to 
the kinds of difficulties that people are 
experiencing locally, in terms of trying to 
get their views heard - meeting with 
commissioners while there’s nothing 
happening in particular rather than 
waiting until there are problems - 
building those relationships early on. 

GE - We aren’t much trained in looking 
after ourselves. When thinking of putting 
in a bid, people should form alliances. 

The fact is that very few alliances really 
exist between alcohol treatment services 
and local communities. We refer to "the 
community" but we don’t have much to 
do with the reality of our streets, truth to 
tell. We don’t have lobbying clout. We 
need to show our local health 
representatives that we have worked with 
local people and that the local community 
values us and we’re out there and 


responsive to them. If you can show that 
the local general hospital and the local 
casualty department really appreciate 
what you’re doing and you’ve learned 
from them and are giving support, well 
that’s another alliance. Build alliances 
with the police, and perhaps with local 
religious leaders, which must be multi¬ 
cultural. 

MM - With regard to TARG, the 
Treatment of Addiction Research Group, 
what do you think of these 20 
academics getting together to do 
addiction research collaboratively? What 
do you think they should be doing? 

GE - Well, I wouldn’t dare be so 
impertinent as to tell them what they 
should do. It’s a lovely opportunity. I’d 
say "don’t rush, and do a lot of thinking." 
There is an international literature and 
you must know it. Addiction has done a 
series of articles recently under the guest 
editorship of a very clever man called 
Keith Humphries from California, on the 
topic of Horizons in Treatment. For a 
personal reading list I’d start with these 
articles - look at where ideas are leading. 
I’d like to see those twenty academics 
take these articles to bits and sketch out 
their own ideas on what should be 
researched. The field doesn’t stand still, it 
moves and yesterday’s research questions 
are soon stale. 

MM - I’d like to get a sense of the long 
view of the field. People talk about 
many things happening cyclically. This 
emphasis on targets and measurability, 
this struggle with funding - have we 
been here before? 

GE - It’s not that I am averse to long 
views, but I’m not very good at seeing 
around corners. One has ideas, then 
someone goes and invents the 
microscope and bacteriology looks rather 
different. Remember that treatment for 
drinking problems really started in the 
European enlightenment. 

It was an enlightenment concept that 
the inebriates were ill and needed to be 
treated. It isn’t that we’ve got 10 or 20 
years experience, there is 200 years 
experience and there is evolution of ideas 
as well as evolution of techniques. 

The idea of a person with a drinking 
or drug problem being a target for 
treatment rather than being preached 
against or put in the stocks is an evolution 
of ideas. Today, as always, ideas need to 
be constantly checked on. One must ask 
oneself, "What am I doing, good or bad, to 
people by assuming that they are objects 
for my intervention? Let me just test that." 
I think there is a place for treatment - I’m 
not nihilistic, but I think we need to look 
very closely at our conceptual basis here. 

The great danger is of becoming 
vainglorious and supposing that we 
deliver highly important, beautiful, sure¬ 
fire "interventions" at passive recipients. 


Don’t rush, 
and do a 
lot of 
thinking 

On the question 
as to what TARG 
should be doing 
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In fact, people change over time, 
people have life courses, people 
make their own decisions - and we 
are bit players. I’ve no doubt today 
that I can stop people dying from 
delirium tremens and having fits 
on withdrawal. I’m quite certain 
that people who’ve got a 
depressive illness and are drinking 
can be pulled out of the 
depression and be helped to deal 
with their drinking. 

However, if someone is 
drinking too much for multiple 
reasons, I’m not quite certain what 
I’m doing by saying, 'You are a 
suitable case for treatment - hey!" 
Does that destroy their autonomy? 
Does that sap their will? Does it 
cause iatrogenic side effects? I 
would want some further thoughts 
on the true place of treatment 
when it goes beyond relatively brief 


intervention or help from AA. 

The research agenda cannot simply 
be "treatment A vs treatment B" 
because that is boring and the 
answer is again and again that 
there is a general factor in 
treatment. A vs B as a two-horse 
race - ah, that’s boring. Attempts at 
matching as though there’s a magic 
formula for matching - there isn’t a 
magic formula. 

I suppose golden rules from 
one’s professional life are: Build 
friendships and alliances; dare to 
act as an advocate for evidence 
based policies; keep trying to be 
self critical; support each other; 
respect and learn from the people 
we try to help; refuse to be 
anyone’s poodle; and keep on 
trying, even in bad weather. And 
avoid that which is stale and 
boring. ■ 


Reviewing the review: Improvement review 
into substance misuse services 

Last year (2005/06) saw the start of the first of a series of joint reviews 
between the NTA and the Healthcare Commission. Indeed this first 
review, looking at community prescribing services and care planning/co¬ 
ordination, are beginning to report on their findings. The reviews have 
been undertaken in drug treatment centres providing services to NHS 
patients, whether they are a NHS centre or not. That said the unit of 
assessment for the first review was Drug Action Teams (DAT) and 
Primary Care Trusts (PCT) and Mental Health Trusts, within each DAT. 

The improvement review was built into two phases. The first, which 
assesses the performance of all organisations taking part, is information-based; 
collecting data from each site without a formal visit. Various treatment and 
monitoring data, together with protocols, assessment information and 
paperwork, was submitted for review. 

Phase two involved the development of an action plan to improve 
performance, focusing on those organisations/centres with the weakest 
assessments, thought to be approximately 10%. 

Criteria were devised to fall under the Department of Health's standards 
for better health and relevant to the two topic areas of Community Prescribing 
and Care Planning/Co-ordination. A Likert scoring scale was utilised to assess 
each criteria (from weak = 1 point, to excellent = 4 points). The highest 
possible score available being 38 from each DAT. 

PCTs and Mental Health Trusts within a DAT area were provided with an 
aggregate score for their own performance, with a score that reflects the 
overall performance of the DAT area. It was very positive that the NTA recruited 
small teams including clinicians to work with the Healthcare Commission. 

Interpretation of the data may vary across the country, as criteria including 
a review of methadone maintenance treatment and supervised consumption, 
shows two elements that have been implemented very differently from area to 
area. For the purposes of review, it appears that methadone maintenance has 
been distilled down to the parameters for dosage, retention and access to 
supervised consumption, which seem rather narrow. In some services 
supervised consumption can mean observing not just the dispensing of 
methadone doses but also the clinical reaction until peak effect is reached. In 
others supervised consumption means something rather more minimal. 

Perhaps the element and process of clinical titration could have been explored 
under the domain of safety or clinical governance. 

Interestingly, one SCAN member highlighted a discrepancy in the 
awarding of points for assessment documentation. As a provider of services 
across more than one DAT area, the member submitted the same protocols 
and paperwork for assessment of care yet was awarded different levels of 
scores. SCAN would be interested in hearing your views and experiences on 
this process to date. 

For more information on the second series of reviews involving 
commissioning, treatment systems and harm reduction, visit www.nta.nhs.uk 
The Standards & Inspection page can be found under 'National Programmes'. 

Tom Phillips, Consultant Nurse, Humber Mental Health Teaching NHS Trust 
and SCAN Policy Adviser 
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On getting management experience 


Dr Soraya Mayet, Honorary Specialist Registrar, South London and 
Maudsley NHS Trust / Clinical Researcher, Institute of Psychiatry, 

Kings College, London 

If anyone was thinking of doing a special interest session at the Department of 
Health (DH) or the National Treatment Agency for Substance Misuse (NTA), I 
would definitely recommend it. In October 2004, shortly after I started my 
Addictions SpR post, the GMC Stapleford case commenced. I was approached 
by my consultant to help with co-ordinating and developing joint DH/NTA 
contingency plans in the event that the doctors under investigation were unable 
to continue prescribing. The DH/NTA were not prejudging the case. However, 
they wanted to develop plans in case the doctors under investigation were 
unable to prescribe to the 300+ patients registered at the private addictions 
clinic. 

I was keen to work on the contingency plans as I had previously been the 
representative on various committees in my NHS trust and had enjoyed being 
able to influence change. I felt this would give me a far broader experience of 
how decisions are made at a policy level and a unique opportunity to plan for 
an emergency in addictions. 

During my time, I have worked directly with an expert panel of addictions 
specialists to develop the contingency plans including developing a clinical 
guidance document. I have liaised with the GMC, an addictions expert panel, 
NHS consultants, Stapleford doctors, commissioners, DH, NTA leads, drug action 
teams, primary care trusts, trust managers, planning and finance departments. I 
have attended and chaired several meetings. In addition to alerting stakeholders 
of the case with the help of SCAN, 

I have been able to map the patient's postcode to a treatment services 



Dr Catherine Muyeba, SpR in 
Addictions, Bolton, Salford and 
Trafford Mental Health NHS 
Trust 

I started my current specialist 
registrar post in August 2005 at the 
Bolton, Salford and Trafford Mental 
Health NHS Trust, a specialist 
Mental Health and Teaching Trust. 
The Trust is organised into six 
directorates: Bolton, Salford, 
Trafford, Adult Forensic Mental 
Health Services, Young Persons, and 
Substance Misuse Services. 

My job in the Substance Misuse 
Directorate was between two main 
sites, Kenyon House and 
Wentworth House under Dr Louise 
Sell and Dr Chris Daly respectively. 
Kenyon House is a 20 bedded tier 4 
unit providing inpatient drug 
treatment for Greater Manchester 
and Lancashire. There is also 
tertiary outpatient services providing 
for service users whose treatment 
and prescribing needs cannot be 
met locally. Wentworth House is a 
specialist 15 bedded tier 4 unit 
providing inpatient treatment for 
clients with alcohol problems and 
complex needs, including dual 
diagnosis. 

We agreed a timetable with my 
trainer and this included a Friday 
morning session for management 
work. Part of my time was spent 
attending various business 
meetings. These included monthly 
Clinical and Social Care Governance 
meetings attended by the 
consultants, a nurse consultant, 
Heads of Services within the 
directorate as well the business 
manager and the workforce 
development coordinator. Clinical 
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THE SPECIALIST REGISTRAR SURVEY 


during SpR training 


based on their area of residence. I have also been part of the team developing 
a plan for how all patients may be seen, assessed and treatment commenced if 
the doctors were unable to continue prescribing abruptly. 

I have found working with DH and the NTA really useful. It has been a 
steep learning curve and hard work, but the environment is completely 
different and perhaps enhances your capabilities to make a change. I have 
found out how treatment is funded and commissioned, how decisions are 
made and policies implemented, how to work with various different 
stakeholders and keep a cool head! This has been an excellent experience 
which will be invaluable for the future. 

Any SpR wishing to further their experience of management could contact 
the Senior Medical Officer in Substance Misuse (DH) or Clinical Lead (NTA) to 
see if there other opportunities available. 

With regard to the GMC Stapleford case, 
the panel delivered the findings of fact on 24th 
March 2006. This states that 3 doctors have 
findings that 'would not be insufficient to 
support a finding of serious professional 
misconduct'. In October 2006 the GMC panel 
will make a determination on whether the 
doctors are guilty of serious professional 
misconduct. If the doctors are not found guilty, 
there will be no change to the Stapleford Clinic. 

However, if the doctors are found guilty, the 
GMC panel will need to decide the sanctions to 
impose on the doctors, such as whether they 
will be struck off the GMC register. 



governance is a system through 
which NHS organisations are 
accountable for continuously 
improving the quality of their 
services and safeguarding high 
standards of care. I certainly feel 
that participating in these meetings 
in the past twelve months has 
given me a clearer understanding 
of this important subject which 
reading alone woud not have 
done. 

Along with that, I attended 
meetings involving Medicines 
Management. This is a system of 
processes and behaviours that 
determines how medicines are 
used by patients and the NHS. 
Effective medicines management 
places the patient as the primary 
focus, thus delivering better 
targeted care and better informing 
individuals. I was exposed to 
several prescribing protocols and 
guidelines at various stages of 
development, and also had 
opportunities to review existing 
guidelines. Drug related incidents 
and audits were discussed during 
these management meetings. 

Furthermore, I was invited to 
the consultants' meetings. This 
raised my awareness of the 
different skills needed at consultant 
level, including observation of how 
others manage their time. Other 
management experience was 
gained through closely following 
successful bidding by the 
directorate for service provision in a 
new locality. 

I also participated in interviews 
for new staff, and was part of the 
team launching the International 
Treatment Effectiveness Pilot, (ITEP) 
initiated in 2005 by the National 


Treatment Agency, (NTA) as part of 
the Effectiveness Strategy. 

Attending management meetings 
has been extremely useful in my 
training to prepare me for the 
challenges of a consultant role, and 
I encourage all SpRs to seek out 
these opportunities where they can. 


Dr Jacinta O'Shea, SpR in 
addiction psychiatry, Avon and 
Wiltshire Mental Health 
Partnership NHS Trust 



We all know we have to have 
management experience as SpRs 
before being appointed as a 
consultant. Which, in theory should 
be part of our training to give us a 
solid grounding for our future role - 
but it's not. The problem then, is 
how do you get that experience? 

Being somewhat of a stranger 
to these shores, having returned 
from Dublin to Bristol after many 
years, I was fortunate enough to be 
offered an opportunity to become 
involved in setting up a new 
inpatient unit for drug treatment. 
The previous service comprised of a 


To support the role of Specialist Registrars (SpRs) in Addiction, the Specialist 
Clinical Addictions Network (SCAN) developed the Specialist Registrar Survey 
together with SpRs 1 . Facilitation of liaison among SpRs in Addiction indicated 
probable variations in training experiences. This highlighted the importance of 
having a national picture of training experiences and satisfaction for SpRs and 
whether these experiences met training requirements. 

Aims The aims of the survey were: 

- To obtain a national picture of SpR training in Addiction 

- To explore whether training met Royal College requirements 

- To explore SpR satisfaction with training 

Methods The survey was carried out in three stages: 

- The mapping stage 

- Designing the questionnaire 

- Circulation of Questionnaire 


The mapping stage aimed at developing a comprehensive database of SpRs in 
addiction. SpRs were added to the existing SCAN database for addiction 
specialists through liaison with the SpRs in Addiction Network, liaising with 
Consultants in Addiction and with deaneries and scheme organisers. The 
mapping stage identified 58 SpRs in addiction posts at the time of the survey. 

A 24-item semi-structured questionnaire was designed, with four main 
sections including aspects about the SpR; SpR roles and responsibilities in areas of 
Addiction; the SpR training experience, relevance and satisfaction; and, the 
relationship between SCAN and SpRs. Some themes correlated with training 
requirements set out by the Royal College of Psychiatrists 2 . The questionnaire was 
peer reviewed. 

The survey forms were sent out by post to all SpRs in addiction posts (n=58). 
Each item was coded and entered into a database on receipt of questionnaire. 
Data was analysed using simple frequencies and distributions. 

Results 

A good response rate of 81 % was achieved. 85% of respondents were in full 
time employment and 15% were flexible trainees; 4% were in academic posts; 
and 4% were in dual training. There were no significant differences in gender 
(51 % males and 49% females). The majority were of white ethnicity (49%), with 
28% Indian, 6% Black African and 17% of other ethnic groups. The majority of 
respondents wanted to pursue a career in Addiction. 

The survey identified deficits in training experience. A significant proportion 
(over 51%) did not have regular inpatient experience; 25% had no service 
development experience; 23% no audit experience; and 11% no management 
experience. The majority reported adequate experience in 'advice and liaison 
issues', 'risk assessment', and 'clinical management' issues, with experience falling 
short in 'special groups' (just over 60%) and 'legal issues' (only around 50%) (See 
graph below). 

Overall, SpRs were satisfied with their training experiences in all the aspects 
of training - i.e. clinical, research, teaching and management. Relevance and 
satisfaction for various learning methods rated between 7 and 9 out of 10 (1 
being least satisfactory and relevant and 10 being most). Trainees requested 
SCAN's support in areas of their career development, with 'dual diagnosis/ 
comorbidity' being the most popular and other areas such as 'implementing 
treatment approaches', 'briefings on new research' and 'becoming an addiction 
consultant' also featuring. 


Conclusions 

The survey provided the first 
national picture of SpR training in 
Addiction and highlighted possible 
areas for future training. It 
identified some gaps in training 
experiences and differences in 
experiences for flexible and full¬ 
time trainees. Overall the 
satisfaction in training was rated 
highly by trainees. 

Dr Susanna Galea, Specialist 
Registrar, Sussex Partnership Trust, 
West Sussex 
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few beds in an acute general adult 
ward which was insufficient for the 
purpose. 

My role as a representative of 
the medical team was to liaise and 
advise the managers with regards to 
all the medical aspects within the 
proposed unit. To my surprise, this 
involved me giving my numerous 
opinions on the various shades of 
green with regards to the proposed 
curtains within the new unit. Shock! 
Horror! I was an interior designer! 
Having missed my vocation, I was 
then back to the business of advising 
on all the dull stuff! This entailed 
advising on protocols for 
detoxification e.g. which drugs 
should or shouldn't be prescribed. 

In practice, it was rather 
enlightening because, for the first 
time, I was involved at the 
operational level. Seriously, you 
wouldn't believe what gets 
discussed! You chatterboxes out 
there might appreciate the endless 
and painstaking discussions which 
took place involving whether the use 
of mobile phones is to be permitted 
or not. After numerous hours of 
deliberation, it was decided that it 
should be discussed further along 
the road! 

The next task was the important 
process of interviewing staff at all 
levels. This certainly massaged my 
ego, and purely from a selfish 
egotistical point of view I found this 
to be a thoroughly enjoyable 
experience and I would certainly 
recommend this to anyone suffering 
from a little 'ill confidence'! Having 
interviewed the staff it became clear 
that this was a real responsibility as 
recruiting the right staff can be 
difficult. This becomes clear as I 
came to appreciate the differing 
roles performed within a medical 
unit. Finding and recruiting 
responsible and dedicated staff is an 
arduous process which necessitates 
constant reassessment. At the end 
of the day we all walk in to a 
medical ward blinded by the role 
that we are to perform, and perhaps 
we can be slightly tunnel-visioned. 

Do we fully understand the 
importance of the management 
function, particularly in creating and 
maintaining the environment that 
we work in? 

In summary, I realise the 
temptation for all of us is to be 
cynical of the 'management team'. 
Yet in practice, they perform a 
necessary function on an everyday 
basis. At the end of the day it's not 
all endless meetings about 'carpets 
and curtains.' We are all part of the 
same team, with everyone having an 
important part to play. Let's be 
honest, on 'planet management' a 
lot of it is all facilities management, 
HR and meetings. However to be 
good consultants we really do need 
to know about this! 


W hen I started working 
in the substance 
misuse (SM) field in 
the early 1990s, it 
was common 

practice for drug services to run joint 
clinics with HIV departments. 
Anecdotally, this level of contact is 
much less prevalent now and without 
this direct clinical cross pollination, 
keeping up to date with the fast 
moving developments in HIV is 
difficult. In this article I will cover 
some of the important areas that a SM 
specialist needs to know about HIV 


Prevention and the harm reduction 
agenda 

Later this year the NTA will be 
undertaking an audit of harm 
reduction interventions offered by SM 
services. The focus is likely to be on 
needle exchange, screening of hepatitis 
B and C and completion of hepatitis B 
vaccination courses, but HIV should 
also be a core feature. 

The recent NTA survey of needle 
exchange (NX) facilities in England 
shows that over 80% of exchange is 
now done through high street 
pharmacies 1 . There is concern that NX 
has become primarily focused on the 
distribution of clean ‘works’ to the 
exclusion of other interventions 
necessary to reduce drug-related harm 
and the spread of blood-borne viruses. 
The authors of the survey go on to 
question the appropriateness of 
pharmacies to provide these 
interventions. They also raise concerns 
about the accessibility of NX, with few 
services open after 6pm or on Sundays. 
These issues are important because 
there is growing evidence of an 
increase in the incidence of HIV among 
intravenous drug users, especially in 
Central London 2 3- The cause is 
unclear, but factors such as 
homelessness, injecting crack and 
migration from Eastern Europe may be 
important. Lack of access to clean 
injecting equipment at the times that 
users inject may also be important. 
Despite the high concentration of drug 
users and drug markets in the West 
End, there has been no fixed-site 
needle exchange since the Cleveland St 
exchange closed in 2002. 

Hickman et al 4 estimate that 
current syringe distribution in London 
provides one new needle per injecting 
drug user every two days, but only 20% 
of injections are covered by this level of 
provision. Using mathematical 
modelling, Vickerman et aff estimate 
that syringe-sharing events would have 
to be as low as four per IVDU per 
month for there to be a substantial 
decrease in the prevalence of HIV How 
many of us have this level of 
information about our clients and if we 
do, apart from giving out needles and 
syringes, what else do we offer to try to 
change risk behaviour? 



Substance misuse and 


Knowledge 
of one’s HIV 
status is a 
powerful 
motivating 
factor for 
changing 
behaviour 



Screening for HIV 

It would be pertinent for the proposed 
harm reduction audit to measure the 
extent to which drug services screen 
clients for HIV Knowledge of one’s 
HIV status is a powerful motivating 
factor for changing risk behaviour 6 . 

Pre- and post-test counselling is 
normally offered prior to undertaking 
an HIV test. But Manavi & Welsby 7 
have questioned if counselling is still 
necessary or whether the test should 
now be considered routine. Pre- and 
post-test counselling may act as 
barriers to clients seeking and 
clinicians offering HIV testing. As long 
as the client consents, Manavi & 

Welsby argue, the HIV test should be 
offered without counselling. This 
would be no different to requesting a 
chest X-ray in a case of suspected lung 
cancer or a sputum test for possible 
tuberculosis. The authors feel that 
dropping the pre- and post-test 
counselling requirement would lower 
the threshold for testing and lead to 
earlier diagnosis of HIV with a greater 
opportunity to prevent the spread of 
the virus. Combine this with point-of- 
care testing and the opportunity to 
test more users more quickly would be 
greatly increased. 

Opiate users with HIV 

One of the main issues faced by SM 
specialists managing opiate dependent 
clients with HIV is the risk of 
interactions between anti-retroviral 
(ARV) drugs and methadone 8 . 
Methadone is primarily metabolised by 
the CYP4503A4 enzyme. Some non¬ 
nucleoside reverse transcriptase 
inhibitors (NNRTIs), in particular 
efavirenz and nevirapine, cause 
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enzyme induction. Pharmacokinetic 
studies suggest that the methadone 
area under the curve (AUC) may 
decrease by 46 to 52% with these two 
agents and cause withdrawal symptoms 
to develop two to three weeks after 
starting treatment. Protease inhibitors, 
such as ritonavir and nelfinavir, can act 
as inducers and inhibitors of the 
CTP450 system. However, few studies 
have shown any clinically significant 
interactions. With 
nucleoside/nucleotide reverse 
transcriptase inhibitors (NRTIs) such as 
zidovudine and didanosine the 
interaction is in the other direction - 
methadone having been shown to 
increase the AUC of zidovudine by 43%. 

In clinical practice it is rarely so 
clear cut and some clients who start on 
ARVs, or have their combination 
therapy changed, do not require any 
alteration to their methadone dose. 

This may be due to some drugs having 
a greater effect on the inactive S- rather 
than the active R-enantiomer of 
methadone 9 . 

Buprenorphine is also metabolised 
by CYP3A4, although much less 
information is available about 
interactions with ARVs. However, 
potential drug interactions should be 
anticipated. Naltrexone is not 
metabolised by the CYP450 system so 
drug interactions with ARVs are 
unlikely 

There are several internet sites 
which give information on interactions 
between ARVs and methadone. 
www.hivguidelines.org is one that I 
have found useful and up-to-date and 
which was developed by the New York 
State Department of Health AIDS 
Institute. Clients also have access to 


this information and it is an 
increasingly common phenomenon 
for a client to arrive at a clinic 
brandishing a print-out saying that "x" 
antiretroviral agent causes a "y%" 
reduction in the methadone level and 
can the dose be adjusted accordingly? 
My own practice is to wait and see 
what effect the new medication has 
before any dose change is made - so 
close communication with HIV 
services and ready access to dose 
review clinic slots is essential. 


Other illicit drug use and HIV 

Illicit drugs such as ecstasy (MDMA) 
and amphetamines are metabolised by 
the enzyme CYP2D6 which is inhibited 
by the protease inhibitor ritonavir. This 
interaction may lead to potentially 
dangerous levels of MDMA 
accumulating. There has been one 
case report of a fatality in a man taking 
MDMA whilst on ritonavir 10 and 
another near fatal interaction between 
ritonavir, ecstasy and gamma 
hydroxybutyrate (GHB) 11 . GHB is also 
metabolised by the CYP2D6. 

Another drug which is causing 
concern to HIV services is 
methamphetamine or ‘crystal meth’. 
There has been much discussion of 
this drug in the popular press with 
similar scare stories to those that 
preceded the arrival of crack in the UK 
in the 1980s. Most of the published 
reports on methamphetamine and 
HIV are anecdotal 12 and focus on two 
main risk behaviours that may be 
associated with the drug: an increase 
in unsafe sexual activity and sharing of 
injecting equipment. Little is known 
about the prevalence of 
methamphetamine use in the UK or 
the extent to which its use is 
associated with these behaviours. 

HIV & Hepatitis C co-infection 

Having both HIV and hepatitis C 
(HCV) causes particular problems that 


There are 
excellent 
internet 
resources 
on HIV 


the SM specialist needs to be aware of. 
Co-infection with HCV reduces survival 
in HIV positive patients and people 
with HIV tend to have higher HCV viral 
loads 13 . CD4 counts tend to drop 
during HCV combination therapy - so 
having a low CD4 count would be a 
contra-indication to starting HCV 
combination therapy Specialists advise 
on the need to stabilise HIV and 
increase the CD4 count before HCV 
treatment begins. To complicate 
matters further some HIV "d" drugs 
interfere with ribavirin. However, 
patients with co-infection can have 
their HCV successfully treated. The 
APRICOT study has shown that for 
patients with HCV genotype 1 a 
sustained virological response can be 
achieved in 29%, whilst for genotypes 
2 and 3 the response is 62% 14 . 

Resources 

There are excellent internet resources 
available to the physician, that provide 
accurate and up-to-date information 
on HIV One of the most useful is 
AIDSMAP 13 , which one can sign up to 
and receive weekly updates on 
research and conference reports as 
well access the wealth of 
downloadable resources covering 
areas such as interpreting CD4 counts 
and viral loads to information on the 
latest ARVs. The magazine Body 
Positive is another useful resource and 
can be obtained free of charge for 
service users. It contains articles on 
living with HIV and includes a colour 
chart of all ARV medication, which 
comes in useful when clients cannot 
remember the names of their ARVs. ■ 


Dr John Dunn 
Lead Consultant in 
Substance Misuse, 
Camden & Islington 
Mental Health & Social 
Care Trust, London 
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MENTAL HEALTH BILL 


INPATIENT TREATMENT 


Update on the Mental 
Health Bill and dual 
diagnosis 


"To me consensus seems to be the process of 
abandoning all beliefs, principles, values and policies. 
So it is something in which no one believes and to 
which no one objects ." Margaret Thatcher 


The Addictions Faculty welcomed the Government’s 
announcement that it has abandoned its eight year 
drive to establish a new Mental Health Act for England 
and Wales, a true victory for the College and the Mental 
Health Alliance. In its place, the Government is 
planning to introduce an amended 1983 Mental Health 
Act, the contents of which are unknown. There are still 
some concerns that the Government would like to 
widen the criteria for compulsory detention and 
treatment, and remove the "treatability" test, and 
instead only require that "appropriate" treatment is 
available. However, "appropriate" is still to be defined. 

The College has been informed that as 
recommended by the Joint Committee, the exclusion 
of the drug and alcohol dependence category for 
compulsory detention will remain. However, certain 
categories of sexual deviance such as paedophilia will 
no longer be excluded. This raises serious ethical 
concerns about the role of psychiatrists who in some 
cases may become agents of social control. The 
Government’s declared purpose in removing the 
exclusion of substance misuse was to enable 
psychiatrists to detain people with dual diagnosis of 
mental illness and substance misuse. This was overkill 
since the present Act enables such practice. 

This brings us to the related subject of the poor 
provision of treatment and services for people with 
dual diagnosis of serious mental illness and substance 
misuse. The Department of Health had launched the 
Dual Diagnosis Good Practice Guide in 2002 to meet 
the needs of these patients, which were highlighted as 
a priority in the recent National Director’s Progress 
Review; the NIMHE Dual Diagnosis Programme and the 
forthcoming guidelines on substance misuse in 
inpatient settings. Despite the plethora of policies and 
guidance, little effective treatment and very few service 
models have surfaced at the coalface, not least because 
people with dual diagnosis are often disowned by both 
providers and commissioners of mainstream mental 
health and addiction services: joint commissioning 
bodies for drug services have not recognised the needs 
of those with serious mental illness and substance 
misuse as a priority and commissioners of mental 
health services have often put the ball in the court of 
their counterparts. 

This matter was raised at a recent meeting between 
the Royal College and the Department of Health, which 
acknowledged that little progress has been made in this 
area. It was also mentioned that the guidance on 
substance misuse in inpatient settings has been delayed 
because of the proposed reclassification of cannabis as 
a class B drug - which is of course no longer! There 
seems to be no end to this saga until commissioners 
and providers of mental health and addiction services 
jointly own the agenda, prioritise the needs of people 
with dual diagnosis, and provide the 
resources for their treatment. Until 
then, people with dual diagnosis will 
remain in no man’s land. 

Prof. M. T. Abou-Saleh 
Honorary Secretary, Royal College of 
Psychiatrists’ Faculty of Addictions 
and St George’s, University of 
London 



SCAN 


SCAN Consensus Project 

Inpatient Treatment of Drug and Alcohol 
Misusers in the National Health Service 


Final Report of the SCAN Inpatient Treatment Working Party 


SCAN Consensus 
document review 

Mrs Thatcher's statement seems a little jaded 
and perhaps a more idealistic view would see 
consensus as implying that debate has taken 
place, the solution is generally accepted rather 
than a grudging compromise and that 
agreement is deep-rooted enough that it can 
stand for some time without need to revisit the 
issue. In summary, collaboration rather than 
compromise. Fortunately, the SCAN inpatient 
consensus document reflects the more idealistic 
view. 

The document starts off by discussing what 
questions it was originally meant to answer. It 
also aims to inform commissioners interested in 
purchasing such services. This document 
therefore underpins the NTA's Tier 4 strategy. 

Did this document meet those aims? 

One outstanding feature of the document 
is how it evolved. The working group consisted 
of six experienced addiction psychiatrists. The 
independently chaired steering group had 
representation from key stakeholders, varied 
professional groups and patient and carer 
representatives. The importance of this 
document is even more so as SCAN, the DH, 
the NTA and Royal College of Psychiatrists have 
been actively involved in the consensus, but it 
still remains independent of these agencies. A 
wide range of individuals from all sectors 
submitted comments when it was posted on 
SCAN and NTA websites. It is impressive that 
this document was written in such a short space 
of time whilst still undertaking a thorough 
process of consultation. 

The document is structured and 
comprehensive covering everything you could 
possibly want to know and more about what an 
NHS medically managed in-patient unit should 
deliver and how this fits into the overall 
treatment system. The document also may be 
of use for providers in the independent sector. It 
is made clear that the unit should be dedicated 


to addiction treatment but that the model will 
need to be tailored to suit the locality and 
examples of how this could look are given. 

The functions of in-patient units are clearly 
stated as assessment, stabilisation and assisted 
withdrawal. There is an emphasis on flexibility 
of approach and service user involvement in care 
planning throughout the treatment journey with 
the underlying aim of retaining more individuals 
in treatment. They emphasise that stimulant, 
benzodiazepine and polydrug users can also 
benefit from inpatient treatment. Importantly, 
they refer to the history of closure of inpatient 
alcohol units with the subsequent loss of skills 
and current low levels of access for alcohol 
dependent individuals. 

An holistic approach is encouraged with an 
emphasis on the role of psychological treatment 
models. It is recognised that boredom can be a 
major problem and social and occupational 
activities on an in-patient stay can not only 
distract from uncomfortable withdrawal 
symptoms but also lead to new skills or interests 
that can be used after discharge. There is an 
emphasis on a harm reduction approach and 
physical screening. Training in drug overdose 
prevention and basic life support training may 
be overlooked in some units currently. In line 
with Choosing Health, a healthy approach to 
nutrition and exercise should be emphasised 
along with smoking cessation advice. 

The document takes a wider look at 
commissioning issues. Environment (structure of 
ward and population to bed ratio), staffing levels 
and competencies of the staff (in line with Drug 
and Alcohol National Occupational Standards) 
have been clearly described. The needs of 
special groups, for example ethnic minorities 
and pregnant users, are also discussed. 

The management of patients with co- 
morbid mental illness is placed firmly in adult 
mental health services with support from 
addiction psychiatry. Although this is in line 
with policy, these individuals may again fall 
between the gaps and it may have been helpful 
to be more explicit about how this could be 
delivered. 

What impact will this have for the everyday 
addiction psychiatrist? We think that there will 
be a very positive impact. It is hard not to aspire 
to this level of service. With such wide 
consultation and agreement we feel hopeful 
that our commissioners will share our aspirations 
even if they are not always in line with the size 
of their pockets. The field of addiction 
psychiatry can only be bolstered by the efforts of 
the individuals involved in this document. 
Hopefully, this will be the beginning of many 
such projects. 

Now that we know what consensus means, 
we shall not only be able to accept but also 
implement this document with more conviction! 

Dr Vijender Balain, Staff grade psychiatrist 
Dr Alison Battersby, Consultant addiction 
psychiatrist, Plymouth PCT 

SCAN (2006) SCAN Consensus Project: 
Inpatient Treatment of Drug and Alcohol 
Misusers in the National Health Service; 
available in electronic format at 
www.scan.uk.net or in hard copy by 
contacting scan@nta-nhs.org.uk 
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REVIEW 


Will drug consumption rooms meet a need amongst 
the most marginalised of drug users? 


Dr Nat Wright, General Practitioner, Leeds 
West PCT and Clinical Director for 
Substance Misuse at HMP Leeds. 

D rug consumption rooms are legally 
sanctioned and supervised facilities 
designed to reduce the health and 
public order problems associated 
with illegal injection drug use. In 2002 the 
Home Affairs Select Committee 
recommended the piloting of such centres 
but this recommendation was rejected at that 
time by Central Government. Two principal 
reasons were provided. The first was that 
greater emphasis should be placed upon 
provision of prescribed heroin under 
supervised conditions. The second was the 
lack of evidence for the effectiveness of drug 
consumption rooms. In response to such a 
lack of evidence, the Joseph Rowntree 
Foundation convened an independent 
working group to assimilate the international 
evidence as it emerged from countries that 
had recently opened such rooms. 

Recently rooms have opened in Australia, 
Canada, Norway, Spain and Luxembourg. This 
is in addition to centres already operating in 
Holland, Germany and Switzerland. Recently 
the Joseph Rowntree Foundation released its 
report 1 . Consistent themes emerging from 
extensive evaluation (particularly in Australia 
and Canada) are: reduction in heroin related 
deaths and reduction in the increase in 
prevalence of blood borne viruses. A before 
and after observational study conducted in 
Canada showed that independent of police 
presence or rainfall patterns, there was a 
statistically significant reduction in the 
number of users seen injecting in public 
places 2 . There was also a statistically 
significant reduction in the number of 
needles and injection paraphernalia 
discarded in public places. An additional 
benefit of the centres is that they serve to 
signpost drug users into treatment who have 
reached a stage of readiness to change. 

However the concept of a safe place to 
inject illicit drugs still polarises opinion. Many 
of the debates mirror those that took place 
when needle exchange facilities were first 
established in the 1980s. Often arguments are 
that such facilities condone, or even promote 



drug use. It has also been argued that people 
would not use the rooms. However this has 
not been borne out by international 
evaluation 2 3. In Vancouver, the reduction in 
public injecting was linked to over 3000 
supervised consumptions per week taking 
place in the drug consumption room. The 
United Kingdom still has a large problem with 
public injecting as evidenced by research 
conducted in three cities (London, Leeds and 
Glasgow) by the Independent Working 
Group. The report revealed that over 40% of 
people attending a needle exchange had 
injected in a public place in the previous 
week. Of concern was that the figure was 98% 
for homeless drug users 1 . 

Clearly those drug users who are most 
marginalised stand to gain most from drug 
consumption rooms. Indeed, the European 
Monitoring Centre for Drugs and Drug 
Addiction in its review of drug consumption 
rooms defined the target population for DCRs 
as "high risk problem drug users, especially 
regular or long-term users of heroin and 
cocaine, drug injectors, drug-using sex 
workers, street users and other marginalised, 
often not in treatment groups" 4 . Such a target 
population is a powerful argument for why 
the provision of drug consumption rooms 
and prescribed heroin under supervised 
conditions are not mutually exclusive. The 
latter facility is clearly aimed at those who 
have failed oral opiate replacement therapy in 
treatment services, whereas the latter is aimed 
at those high risk users who tend to be 
marginalised from treatment services. 

The Independent Working Group, with 
input from the legal profession, considered 
the current legal situation in the UK. It would 
appear that legal obstacles would be 
surmountable providing there was a prior 
local agreement with key agencies. This 
would need to include police, health and local 
council stakeholders. Police liaison has helped 
in other countries to help drug consumption 
rooms fulfil their purpose and not to become 
a focus for illicit drug dealing. Indeed 
international evaluations have shown that 
drug consumption rooms neither increase 
nor decrease the prevalence of criminal 
activity 

Finally, there is an argument that as a 
society we should not be allocating monies to 
run DCRs in a cash-limited system. However, 
the evaluation of the Sydney drug 
consumption room showed that it was as cost 
effective as other public health interventions 5 
European research highlighted the reduced 
chance of taking up a bed in hospital if a user 


The photograph shows a ‘safer injection site ’ 
in Vancouver, the subject of an article by Dr 
Henrietta Bowden-Jones in SCANbites 
summer issue. 


overdosed in a drug consumption room 
compared to overdosing on the street 5 . 
Therefore, cost outlay is likely to lead to both 
health gains and cost savings further down 
the line. It would appear that the argument of 
resource allocation is primarily one of moral 
judgement with a view that the resource 
would be better spent on a more deserving 
cause. Deserving and undeserving poor was a 
Victorian notion in which resources (usually 
food) was allocated to homeless people 
according to their behaviour. A prerequisite of 
modern healthcare is that resources are 
allocated according to health need rather than 
behaviour. 

Ultimately whether drug consumption 
rooms become operational in the UK will 
depend upon to what extent society will 
tolerate a pragmatic response towards the 
problem of chaotic, risky public injecting. 
There is a pressing need to have an informed 
debate that values evidence above moral or 
ideological judgements. Drug consumption 
rooms are unlikely to be the silver bullet to 
the drugs problem any more than other harm 
reduction interventions. However, the 
experience of other countries would teach us 
that they do have a place alongside opiate 
maintenance, needle exchange and crime 
reduction initiatives. 

To pilot such rooms would appear 
reasonable. If the pilot is successful then we 
will have broadened our response to the 
health need that we daily face as workers in 
the drugs field. If unsuccessful then we will 
have learnt a lot and lost little! Some would 
argue that no political party would support 
the issue of drug consumption rooms. Maybe 
though, that is missing the point. There are 
issues in politics where MPs are allowed a free 
vote according to conscience, and maybe 
DCRs is just such an issue. Reiterating the 
sentiments of one of the most famous of UK 
politicians, it could be that drug consumption 
rooms are the worst solution, apart from all 
the rest. ■ 

/ \ 
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REVIEW 


Alcohol and pregna 
what are the risks! 







Heavy drinking during 
pregnancy is associated with 
toxic effects on the fetus. The 
term ‘fetal alcohol syndrome’ 
(FAS) was coined in 1973 by 
Jones and Smith 1 to describe 
their clinical findings in a series 
of eight children bom to 
chronic alcoholic mothers in 
the United States. The principal 
clinical features included minor 
but characteristic abnormalities 
of the face, pre- and postnatal 
growth retardation, and severe 
neuro-developmental problems. 
Following this initial 
publication, FAS was reported 
in a number of countries 
including the United 

Kingdom 2 3 . 

I t soon became apparent that 
only 4-5% of the children 
born to women who 
consumed large amounts of 
alcohol in pregnancy showed all 
the features of FAS. However, 
many more showed partial 
features of FAS 4 such as isolated 
birth defects or neuro- 
developmental disorder. 
Furthermore, these partial 
features also occurred more 
frequently than expected in 
children whose mothers were 
neither alcoholic nor heavy 
drinkers but who were more 
‘moderate’ in their 
consumption 5 . Because of these 
developments, the range of 
adverse effects of prenatal 
alcohol exposure on the 
developing embryo, fetus and 
child are now construed as a 
spectrum of harm ranging from 
FAS at one end to mild cognitive 
deficits at the other. The current 
preferred term to encompass all 
these effects is ‘fetal alcohol 
spectrum disorder’ (FASD) 6 . 

The UK prevalence of these 
disorders is unknown but US 
data suggest that while FAS 
seems comparatively uncommon 
with a prevalence of between 0.5 
- 2 per thousand live births 7 , 
FASD may be relatively common 
with a prevalence of 9 to 10 per 
thousand live births 8 . Around 
80% of these cases are children 
showing neuro-developmental 
disorder only 

The high prevalence of 
FASD and the fact that the 
exposure is preventable makes 
prenatal alcohol exposure 
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arguably the commonest 
preventable cause of birth 
defects. 

Targeting women drinking 
excessively during pregnancy has 
involved the use of screening 
tools followed by intervention. 
Screening alone seems to be 
related to reduction of prenatal 
alcohol consumption^ perhaps 
by simply raising awareness. 

Two similar screening 
questionnaires have been 
specifically designed for the 
prenatal setting; the T-ACE 10 
and the TWEAK 11 . For the 
identification of problem 
drinkers, both tests have similar 
sensitivities at around 75% but 
the T-ACE seems to be more 
specific at around 90%. 

A number of interventions 
have been evaluated in the 
prenatal setting 12 of which brief 
intervention looks the most 
promising. Surprisingly, only 
three randomised controlled 
trials of brief therapy have been 
conducted, all in the US. The first 
study 15 examined the effect of 
brief intervention on drinking in 
subsequent pregnancies of 
women recruited postpartum. 
Women received either the brief 
intervention or a control 
condition, a warning about 
prenatal drinking. The group that 
received the intensive 
intervention was offered 
"booster" sessions during the 


subsequent pregnancy The 
findings were that the brief 
intervention group was drinking 
about the same amount in the 
second pregnancy as the first 
pregnancy, but women in the 
control group were drinking 
almost twice as much as they 
consumed during the first 
pregnancy Women who reported 
the heaviest pre-pregnancy 
drinking showed the largest 
reduction in drinking following 
the brief intensive intervention. 
The researchers also measured 
growth outcomes at birth which 
were found to be better in babies 
born to women in the brief 
intervention group. The second 
study 14 investigated whether 
adding a brief intervention to 
standard care would increase 
abstinence rates among a sample 
of 123 alcohol screen-positive 
pregnant women. Current 
drinkers who named abstinence 
as their goal did reduce 
subsequent prenatal alcohol use 
and all current drinkers who 
indicated fetal alcohol syndrome 
as a reason not to drink reduced 
their subsequent alcohol 
consumption. In the third study, 
Chang and colleagues 15 
randomised 304 women and 
their partners to receive a brief 
intervention or not. In the 
intervention group, the women 
with the highest levels of 
drinking at enrolment had the 


greatest reductions in drinking. 
The effects of the brief 
intervention were significantly 
enhanced by partner 
participation. 

In conclusion, heavy 
drinking in the prenatal period 
may damage the fetus. Screening 
and brief intervention in the 
prenatal period look promising 
but further trials are necessary to 
demonstrate evidence of efficacy 
in and generalisability to the UK. 

It is worth bearing in mind that 
the effects from prenatal 
exposure may only be the start of 
the damage caused to child 
development by living with an 
alcohol misusing mother. 
Therefore successful intervention 
could have beneficial effects for 
the mother, child and family 
extending well beyond the 
pregnancy ■ 

Dr Ron Gray is a Clinical 
Epidemiologist at the National 
Perinatal Epidemiology Unit, a 
Department of Health funded 
research unit at the University of 
Oxford. The views contained in 
this article are those of Dr Gray 
and do not necessarily reflect 
those of the Department of 
Health. 

For further details on alcohol 
and pregnancy please go to : 
www. npeu. ox. ac. uk/alcoholrepo 
rt/alcoholreport_downloads/Alc 
ohol%20Report.pdf 
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UPDATE 


Methylamphetamine: what's new? 


Dr John Marsden, Division of Psychological 
Medicine, Institute of Psychiatry, Kings College 
London. 


I llicit methylamphetamine hydrochloride (aka 
'crystal meth' or 'ice') is a powerful synthetic 
stimulant drug. Its effects include diminished 
fatigue and intense euphoria. As a smoked 
drug, crystal meth has a strong dependence 
liability and is associated with acute and chronic 
health risks. 

Manufacture and consumption of this drug 
has reached epidemic proportions in the USA 
and in several other countries including Australia, 
China, Japan, the Philippines, Thailand and the 
Czech Republic. In some South East Asian 
countries which have experienced an epidemic 
of meth in recent years, several high-risk 
occupational groups have been identified in 
which the drug is taken functionally to support 
working over long hours. These groups include 
commercial long-distance and taxi drivers, 
agricultural workers, sex workers and employees 
of bars, restaurants and clubs. In countries with 
long standing problems with the drug (eg., 

Japan and the USA), crystal meth is a prominent 
part of the illicit drug scene and is distributed 
through communities in the same way as other 
drugs. 

There are now reports from the police small 
quantities of drug are being manufactured in the 
UK. There are also anecdotal reports from the 
London area of crystal meth being used by 
certain groups, including drug takers within the 
gay community and drug users within immigrant 
communities from South East Asia. 

These groups may be where a market for 
the drug is first established. It also seems 
reasonable to believe that if crystal meth became 
more widely available it would take its place in 
the illicit drugs scene alongside users of 
amphetamine sulphate and possibly some users 
of cocaine, particularly smokeable cocaine 
(crack). In recognition of these matters, Home 
Office ministers have decided to elevate the 
classification of illicit methylamphetamine to 
Class A under the Misuse of Drugs Act. Other 
derivatives of amphetamine remain in Class B. 

In 1968 there was brief and contained 
outbreak of intravenous methylamphetamine 
(methedrine) in London but until recently there 
have been no reports. Rather, amphetamine 
sulphate powder has been the synthetic 
stimulant of the UK drug scene. Amphetamine 
sulphate is usually weak (about 10% purity) and 
this contrasts with crystal meth which has a 
typical purity of 70% or more. Acute 
intoxication (overdose) of crystal meth can cause 
serious cardiovascular problems including 
tachycardia and hypertension. Psychiatric 
problems are also common and include 
agitation, paranoia, confusion and aggression. 
Pulmonary, renal and gastrointestinal disorders 
are sometimes also present in patients treated in 
accident and emergency rooms. Crystal meth is 


associated with increased libido and risky sexual 
behaviour and use of the drug is linked to the 
transmission of HIV infection. 

Brain imaging studies of chronic meth users 
have detected damage to specific areas of the 
brain and clinical studies suggest that chronic 
users have attention, decision making and 
memory deficits that persist long after they stop 
taking the drug. Since the late 1930s, it has 
been recognised that repeated use of 
amphetamines can produce a psychotic state 
which is characterised by paranoid ideas, 
auditory, olfactory and visual hallucinations, 
together with behavioural and body postural 
anomalies. These symptoms are diagnostically 
very similar to the positive symptoms of paranoid 
schizophrenia. In 1938 in the USA, researchers 
first described a group of chronic benzedrine 
users who had been prescribed the drug for 
narcolepsy and who had subsequently developed 
paranoid-hallucinatory psychosis in an otherwise 
clear consciousness. This state was brief and 
resolved quickly following cessation of 
benzedrine use. 

Then, two decades later, at the Maudsley 
Hospital, Philip Connell reported on the 
characteristics of 42 oral methylamphetamine 
users who had been admitted to hospital with 
behavioural disturbances and paranoid delusions. 
There have been a series of small-scale clinical 
laboratory studies reported which have sought to 
induce methylamphetamine psychosis directly. 

These studies have investigated reactions 
among volunteers, some with a history of drug 
use, but no prior psychiatric history. By way of an 
example, Burt Angrist and colleagues used a 
dosing schedule of up to 50mg/hr in 4 subjects. 

In the first study, the first subject received a total 
of 325mg dl-amphetamine over 29 hours. A 
steadily increasing set of paranoid symptoms 
were reported from 7hrs (lOOmg) onwards with 
pronounced olfactory hallucinations from 21 
hours (230mg) which continued throughout the 


remainder of the study (the patient reporting a 
'vile' smell believed to be amphetamine in his 
perspiration). From 22 hours (235mg) the patient 
was hallucinating voices directed at him in the 
third person and became increasingly afraid and 
disturbed. 

A further worrying feature of the 
methylamphetamine problem is that the drug is 
relatively easy to manufacture. Several chemicals 
are required including ephedrine, 
pseudoephedrine, red phosphorous, iodine, 
hydrochloric acid and anhydrous ammonia. It is 
far from straightforward to obtain these materials 
in the needed quantities in the UK, but illicit 
purchases and importation have recently been 
detected by the authorities. Use of flammable 
chemicals and production processes pose an 
immediate danger to those involved in crystal 
meth manufacture; also hazardous materials and 
waste products represent a significant health 
threat to law enforcement and safety personnel 
and to the environment. 

Turning to how best to treat the potential 
crystal meth problem, we are fortunate that there 
is now substantial experience of developing 
clinical services in the USA. Published outcome 
evaluations suggest that dependence can be 
treated with reasonable success using specialised 
intensive counselling programmes and certain 
medications. There is also some evidence from 
the UK and Australia that dexamphetamine 
substitution pharmacotherapy may be viable for 
some users. However, if use of the drug 
escalates in the UK, it is likely that specialist 
mental health service personnel will need special 
training and resources to treat crystal meth 
patients effectively - particularly those with 
psychiatric complications. ■ 


For more information see the full ACMD report 
at www.drugs.gov.uk/publication-search/ 
acmd/ACMD-meth-report-November-2005 
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ST HILDA'S 



Meek would rather that Montana 
hadn’t been the state in question 




St Hilda’s 

Substance Misuse Service 


im 


‘Putting St Hilda’s Integrated Trust at the heart of the NHS” 


"Come in m’boy. You know 
Norbert our Chief 
Executive! Ah, aren’t you 
that chap with drug 
problems," Sir Edmund’s 
cognitive functioning had 
not been quite the same 
since his admission under 
the care of Dr Meek with 
delirium tremens... 

“Dr Meek.“ Norbert interjected 
to save any embarrassment and 
mention of Sir Edmund’s past 
alcohol-fuelled indiscretions. 
"How is ze addiction servicez, it 
must be 2 yearz zince ve gave 
you ze job!" 

Meek had known for 
sometime that St. Hilda’s 
Integrated Trust had more than a 
keen interest in applying for 
Foundation Status and that this 
was what was behind there 
meeting. The Trust’s application 
depended on financial stability 
and given their current over¬ 
spend the board had substance 
misuse services in their sights. 
Following the loss of a contract, 
the service continued to be 
overspent and the recent 
political fallout with the new 
service provider had created 
some political embarrassment for 
the board who were trying to 
secure other contracts with local 
commissioners. "Well, it’s not 
been all plain sailing," came the 
rather reticent reply from Meek. 

"Choppy waters, that is 
m’boy and stormy seas a head 
one fears", Meek could see that 
the Chairman was relishing the 
naval metaphor "Here to walk 
the plank, eh Doc!" Sir Edmund 
began to chortle to himself as he 
took a sip of water. 

"Dr. Meek," as Norbert 
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descended into true Chief 
Executive mode, Meek feared the 
worst, "az you are aware ze 
Trust’z priority az been 
Foundation status, ze have had 
to make ze difficult decisions. 
Therefore we have been working 
with ze commissioners and the 
Chair of ze Crime and Diszorder 
Reduction Partnership to arrive 
at, how you zay, a mutually- 
convenient posizion". 

Meek thought he’d heard, 
seen and experienced it all over 
the last two years - but he 
thought he’d had the backing of 
his own trust, 'You’ve done 
what!" exclaimed Meek, 
incandescent that discussions 
over the future of the services 
had taken place without redress 
to him as consultant. "Have you 
no probity..." 

"Hold on a minute, Meek," 

Sir Edmund puffed out his chest 
and recited the DH line... "NHS 
Foundation Trusts have been 
created so they are more 
responsive to the needs and 
wishes of their local people and 
local people, including the 
commissioner and Chief 
Constable Whittaker want to see 
changes. In fact we’ve invited 
them to join us in our 
deliberations." 

Chief Constable Whittaker 
was well known to Meek as neo- 
Christian lay preacher who 
supported an abstinence-based 
philosophy and a zero-tolerance 
ideology As Chair of the 
Hackworth Crime and Disorder 
Reduction Partnership he was 
looking at seizing any new 
opportunities. 

"Good afternoon, all.. .Dr. 
Meek I presume", Whittaker 
burst into the room 
unannounced and flanked by the 
Joint Commissioning Manager, 


Fiona Phipps, "Don’t get up, 
hope you’ve been able to bring 
Dr. Meek up to speed. Dr. Meek, 
sad I know, but the community 
must come first.. .where do you 
want us!" Whittaker gesticulated 
towards a row of chairs as Fiona 
tried to keep pace with the Chief 
Constable’s needs by placing 
both hands on the back of any 
chair Whittaker’s eyes should fall 
on, so to usher him into the 
sitting position deserved. 
Predictably, Whittaker took root 
on the chair adjacent to that 
which was being dutifully held by 
Fiona. 

"Now it zeems opportune to 
inform you Dr. Meek zat we have 
taken a local conzenzus that 
change was needed to fulfill ze 
wider NHZ planz". Norbert 
Sangfroid stuttered as he 
approached the critical punch 
line, which was the fact that the 
contract for addiction services 
had been transferred to a new 
private provider to appease both 
St. Hilda’s and the 
commissioners. 

"In keeping with government 
policy we’ve agreed that 
contracts should transfer where 
they cannot meet targets. The 
Calvary Christian Concern, are 
more than happy to help and 
they have our backing!", 
Whittaker was more than happy 
to inform the meeting of their 
proposals. 

Fiona affirmed this position 
"That’s right!" she wistfully 
exclaimed, "We’ve had to 
respond to the growing concerns 
of the Hackworth community" 
The recent experiment with 
DAUB (Drug & Alcohol United 
Buses) had resulted in an 
increase in drug-related deaths, 
increases in acquisitive crime and 
numerous breaches to drug 


orders, something that had come 
to the notice of Number 10 in the 
monthly stock take meeting. 

Whittaker stated, 'You see 
these models of service are not 
what we drug users need.. .no 
more pandering, giving drugs to 
drug users is just not acceptable", 
Whittaker continued his polemic 
- "Back to basics, Beat the retreat 
and move forward with the CCC, 
adorn them with standards, faith 
and respect for themselves and 
others". 

"What the H***, are you all 
planning, aren’t Calvary based in 
the mid-west of America", Meek 
was dumb-founded to hear the 
rhetoric emitted by Whittaker. 

Fiona asserted that they were 
also the only interested party that 
could meet the Tier 4 
developments, "They’ve got newly 
refurbished inpatient services and 
meet the revenue costs required 
by the bidding process, albeit 
these are delivered in Helena, 
Montana..." 

Meek’s head was now in his 
hands with him rocking 
backwards and forwards, but 
Fiona continued unaware of 
Meek’s regressive state, 'Yes, 
we’ve consider all reference costs 
with the unit cost calculator and 
its cheaper to extradite, I mean 
convey our drug users to the US." 

Becoming increasing 
enthused by the prospect 
cleaning-up the streets of 
Hackworth, Whittaker produced a 
bundle of pamphlets from his 
brightly polished briefcase, "That’s 
right - Miss Phipps and I spent 
two weeks out there securing this 
contract. As you’ll see the first six- 
weeks is all about back to 
basics"... 

"It’s a bloody boot camp!" 
exclaimed Meek. Sir Edmund 
murmured with approval 
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"Excellent". 

"Well sometimes you have 
look at the foundations a person is 
built-on. Calvary believes in 
deconstructing the person and re¬ 
shaping their being through the 
use of Christian-learning!" 
Whittaker’s sincerity was 
unabashed. 

Sir Edmund added, "Blardy 
useful on the crime front - HMP 
Hackworth is full to the rafters. 
Three to six months in Montana 
can’t hurt anyone whether they 
like it or not!" 

"This is just the rendition of 
drug-users aimed at appeasing the 
white-middle class swing voters of 
Hackworth..." Meek had shuffled 
forward in his seat ready to 
unleash a tirade of argument. 

Norbert Sangfroid becoming 
impatient held-up his hand, as if to 
stop a car, and with an air off 
authority interrupted Meek, "Thiz 
Dr Meek iz... an opportunity! Az a 
Foundation Trust we wish to get 
back to our core businesz of 
psychiatry - muzt not ztand in the 
way of progrezz muzt we, Dr 
Meek?” 

Meek mournfully could see 
that his career in addiction 
treatment at St. Hilda’s was 
coming to an end. Uncomfortable 
with descending gloom sweeping 
the room, to cheer everyone up 
Fiona slapped her thigh and 
blurted out a corny American 
accent, "They’ll be needin’ a guy 
like ya in Montana, Doc!" 


STOP PRESS: ST HILDA'S 
ACHIEVES FOUNDATION 
STATUS 

Following the unprecedented 
success of St Hilda's as a beacon of 
good practice the Health Minister 
today announced its elevation to 
Foundation status. In a statement 
she said "The Ministry of Health 
has followed the progress of St 
Hilda's Integrated Trust with great 
interest. Innovative substance 
misuse treatment services 
pioneered in Hackworth under the 
forward thinking PCT have been a 
source of inspiration to 
commissioners nationwide. 
Outsourcing of addiction services 
to new independent sector 
providers is very much in line with 
our policy of increasing choice and 
quality." 

In fact, so great has its 
influence been on the nation that 
nothing that has happened in 
Hackworth over the past 2 years 
compares with the bizarre 
extremes of commissioning noted 
elsewhere. So farewell then, St 
Hilda's Substance Misuse Service. 
SCANbites wishes Dr Meek every 
success in his new overseas 
posting. 


Survival Guide 

to NHS 

Newspeak 


8. Performance monitoring 



What's all this performance monitoring then? Sounds like the most boring one we have covered so far. 

Anyone who knows anything about NDTMS returns needs to read this. You see, due to the IT crisis in the 
NHS there is no way each drugs service can report data efficiently and accurately, in a simple standard way - 
hence each manager has cunningly devised elaborate paper-based systems, which allow for great swathes of 
bumph to arrive on their desks each month, so they can spend many happy hours collating it all and emailing 
it to the NTA! 

Why don't they just 'adapt' their figures like those clever ambulance people?* This would be much easier than being told 
at performance monitoring meetings with your commissioner "That's very interesting, but it's not the information we 
asked for." How many times have we heard that? It's usually a prelude to decommissioning. 

I'm worried about your probity. NPfIT will sort all this out...problems with compatible prescribing software, 

NDTMS software and the plethora of NHS patient activity and local authority databases.and it's slightly 

over budget and overdue...actually it's not going all that well - bit of dog's dinner really... 

Now there's a thought - subcutaneous, electronic chips for your pet pooch are all the rage. 

Barking-mad more like! Where are you going with this? 

Well, we are in the age of biometrics, bionics, cybernetics, nanotechnology and all that. I'm sure those clever boffins at 
GCHQ could have something up their sleeves to offer the world of performance monitoring! 

I like the sound of this already. Do tell me more. 

If you brought together technologies from biometrics, global position systems and nanotechnology you could have the 
perfect performance monitoring system. It could be embedded through a minor surgical procedure into your drugs 
worker's brain, continuously transmitting data 24/7 by satellite uplink to PerfMon HQ in SE1. 

Now you're talking. Data could be uploaded at anytime. You would know where the national workforce was 
and what they were doing at any time of the day or night. And it would reduce the burden on managers and 
commissioners - in fact you might not need managers and commissioners - think of the cost savings... 

Yes, you could monitor in real time every activity carried out by the drugs workers on the ground, automatically compared 
against DANOS standards, and Service Level Agreements. If the worker was under-performing (too low doses prescribed, 
insufficient face to face contact, not enough unconditional positive regard, unauthorized skiving), a new "enhanced" 
programme could be uploaded directly into the worker's brain implant to modify their behaviour. Vast computers 
managing the national drugs strategy. 

Ooooh, yeah. More, more. Hang about! Are you having a laugh? Performance monitoring is a serious subject. 
I think you are getting a bit Orwellian with all this. 

Well, in Nineteen Eighty Four, Winston Smith, in time, learned to love Big Brother. Having been stripped of his 
individuality, volition, and everything he held dear, Winston was comforted by the knowledge that Big Brother was taking 
care of his every need and thought. Sounds a bit like the addiction field these days. I think this could catch on. 

A wonderful marriage between the State's need to control and the individual's need to be controlled. We 
could do with more lateral thinkers like you in the commissioning world. 

Have you heard of the term 'ironic'? 


GLOSSARY 

Performance monitoring: How are you doing? By numbers. 

Performance enhancement: Something to do with illegal drugs. 

Performance anxiety: Something that happens on a monthly basis when performance data returns are due. 
Performance related pay: Novel means of reducing staff costs. 

Performing seals: Something to do with clapping on demand by captive animals. 

Reference: 

* Hawkes, N. (2006, August 15) Ambulance trusts 'fiddled statistics to meet targets' Times Online. 
http://www.timesonline.co.uk/artide/0„8122-2312894.html 
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Nurse prescribing: a justification 
for axing consultant posts? 

UP to 230 mental health jobs are set to be 
axed across Norfolk over the next two 
years, according to the Eastern Daily Press 
(Friday 28 July 2006). The Norfolk and 
Waveney Mental Health Trust is cutting jobs 
across the board as it attempts to make 
savings to address a <£5m budget deficit. 

Director of Nursing, Linda Phillips was 
quoted as saying, "We have got to create a 
new workforce fit for purpose for new 
services that are different to what we 
deliver. To get to that we have got to re-jig 
roles, creating positions such as nurse 
prescribing roles and needing less 
consultants." 

Most NHS Trusts are grappling with 
funding cuts, but it would appear that new 
workforce initiatives such as nurse 
prescribing may be used to justify the 
cutting of consultant posts. 

SCAN would ask its members to let us 
know if you are aware of any such cuts in 
specialist addiction services. 


Disclaimer: SCANbites does not contain official 
practice guidelines, nor is it an official information 
source. Therefore no liability is accepted for any loss 
or damage caused due to any action/inaction taken as 
a result of its contents (except for personal injury 
arising directly due to our negligence). Copyright in 
SCANbites belongs to the publishers and its licensors. 
All rights in SCANbites are reserved. 


Michael Farrell elected to 
Royal College of Psychiatrists’ 
Addictions Faculty chair 

THE Royal College of Psychiatrists’ Faculty 
of Addictions has announced the results of 
the Faculty Chair election. Dr Michael 
Farrell succeeds Dr Eilish Gilvarry, who 
completed her four-year term in July. 

Michael Farrell is a Consultant 
Psychiatrist and Reader in Addiction 
Psychiatry at the National Addiction Centre, 
Institute of Psychiatry, Kings College 
London, and is also Director of Post 
Graduate Medical Education at the South 
London and Maudsley NHS Trust. 

He brings a breadth of experience of 
committee work and collaboration to the 
role. He is a co-founder and editor of the 
Cochrane Collaboration Drug and Alcohol 
Group, and he is an assistant editor of the 
academic journal Addiction. He is the chair 
or trustee of a number of voluntary sector 
organisations and he is a member of The 
Expert Committee on Drug Dependence at 
the World Health Organisation. He has 
been a consultant to the United Nations, 
European Commission and World Health 
Organisation and a range of National 
Governments. He is particularly interested 
in the integration of policy, research and 
clinical practice with a particular focus on 
developing countries. 

SCAN welcomes Michael to the role of 
Faculty Chair, and we look forward to 
working with him as Faculty representative 
on the SCAN project management group. 


NATIONAL 

SCAN National Conference 2006: new challenges, 
new opportunities 28-29 Sept 2006 RadissonSAS 
Hotel, Manchester Airport. 

Contact: Amy Wolstenholme, SCAN Administrator 
Tel: +44 (0)20 7261 8728 scan@nta-nhs.org.uk 

SSA Annual Symposium 2006 02-03 Nov 2006 York 
Moat Hous e.Contact via SSA website: www.addiction- 
ssa.org/ssa_10.htm 


REGIONAL 

London Drug Dependence Consultants’ Group 
Meeting 13 Sept 2006 The LDDCG meets quarterly 
and its constituency is London addiction consultants. 

It is chaired on a rotational basis and is convened by 
Prof. Hamid Ghodse. Contact: hghodse@sgul.ac.uk 

Hampshire Addiction Psychiatrists 14 September 
2006 This group is made up of career psychiatrists 
working in the addiction field in the Hampshire area. 
Consultants, associate specialists and staff grade 
doctors attend. It was initially set up to act as a PDP 
group but it is a useful forum for mutual support and 
information sharing. It meets four times a year. 

Contact: Dr John Crichton john.crichton@wht.nhs.uk 

South West Substance Misuse Specialists’ Group 

15 Sept 2006 The group meets quarterly, usually at a 
venue central to the region. A lunch is followed by a 
formal business meeting and an opportunity for 
education and informal networking. Contact: Dr Alison 
Battersbyalison.battersby@pcs-tr.swest.nhs.uk 

Eastern Region Addiction Forum 22 September 2006 
The East Anglia consultants' group includes Specialist 
Registrars with a career interest in the addiction field. 

The group meets every 2-3 months in Cambridge 
combines a teaching event (usually with an outside 
speaker) with informal networking. Contact: DrMervyn 
London mervyn.london@cambsmh.nhs.uk 

South East Region Addiction Psychiatrists’ Forum 

06 October 2006 This meeting was set up by South 
East addiction psychiatrists, in partnership with SCAN. 
The biannual meeting is hosted by the NTA and is an 
opportunity for training and networking for colleagues as 
well as NTA updates. Contact: Dr John Crichton 
john.crichton@wht.nhs.uk 

West Midlands Addiction Specialists 17 October 2006 
This meeting includes any doctor working in a specialist 
capacity in the addiction field in the West Midlands. 
Contact: Merce MorelI +44 (0)121 678 2356 



Rioy^l College 
of Psychiatrists 
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National Treatment Agency 
for Substance Misuse 

SCAN is funded by the Department of Health and 
jointly supported by the Department of Health, the 
Royal College of Psychiatrists and the National 
Treatment Agency for Substance Misuse. 
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How to write and publish addiction science 


SSA/ISAJE Workshop, Wednesday 1 November 2006, York 

Want to improve your chances of getting your research published in peer-reviewed addiction 
journals? You are invited to a one-day workshop on writing for publication run jointly by the 
Society for the Study of Addiction and the International Society of Addiction Journal Editors. 

The tutors, journal editors with many years’ experience between them, are Peter Anderson (Drug 
and Alcohol Review), Robert West and Thomas Babor (Addiction), Rainer Spanagel (Addiction 
Biology),Ian Stolerman (Drug and Alcohol Dependence), Betsy Thom (Drugs: Education, 
Prevention and Policy), Richard Pates (Journal of Substance Use) and Kerstin Stenius (Nordisk 
alkohol- & narkotikatidskrift - NAT). 

Course topics include how to choose the right journal, how to prepare your manuscript and 
respond to referees’ comments, and good citation practices. Small group discussion based 
around case studies will tackle authorship disagreements, ethical decision-making, and the 
seven deadly sins of scientific publishing and how to avoid them. 

Cost of attendance, including lunch, refreshments and course materials, is £69. 

A special price is available for course participants also attending the SSA 
Annual Symposium in York (2-3 November 2006). 

For full details and an application form, please visit www.isaje.net or 
www.addiction-ssa.org or contact Graham Hunt 

atGraham.Hunt@leedsmh.nhs.uk I^AIP international of 

I Jr\l £ Addiction Journal Editors 
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